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F 170 | 483.10(i)(1) RIGHT TO PRIVACY - F 170] F 170 483.10())(1) RIGHT TO Cluli>
$8=D | SEND/RECEIVE UNOPENED MAIL PRIVACY-SEND/RECEIVE
o UNOPENED MAIL
The resident has the right to privacy in written The resident has the 1i ght to privacy in

communications, including the right to send and

promptly recaive mail that is unopened. wiitten communications, including the

right to send and promptly receive
mail that is unopened

This REQUIREMENT is not met as evtdenced Resident 48
by:

Based on medical record review, facility policy ..
review, and interview, the facility failed to ensure 1) On 5/30/ 13 the Admmlstr_ator
the resident's rights of privacy by opening mail of communicated to all nursing
one resident, #8, of twenty-four residents staff (RN, LPN, CNA), Social
reviewed., Services, Activities,

- Restorative, and Business

findings included: : » anc

The finding © Office that Resident #8 does
Medical record review of the quarterly Minimum : not want her mail opened.
Data Set (MDS), dated March 28, 2013, revealed i
& Brief Interview for M_ental Status (BIMS) score On 5/30/13 the Administrator
of 15 (15 equals congitively intact). ! reviewed & revised the policy
Review of the facility policy "Resident Rights" ' for identifying residents
revealed "...laws guarantee certain basic rights to : request for handling their mail-
all residents of this facility...include the resident's the Admission Resident
right to:...h. Privacy in sending and receiving - Agreement and Resident
mal...  Rights. (Bxhibit #2)

Interview with resident #8, on May 30, 2013, at .
10:30 a.m.,, in the resident room, revealed "... . Oné6/10/13 & 6/11/13 the Director
(Social Worker) opens the mail, | never get ~ of Nursing (DON) conducted a

anything that Isn't opened, my son in Oklahoma

mandatory in-service for all
sends me money and (Social Worker) always Iy n-service for al

: . " ing staff (RN, LPN, CNA)
d looks fo see if he sent me maney... pursieg staii (RN, » LNA),
opens ftandlo y Dietary, Business office, Social
interview with the Social Worker in the Services, Activities, Restorative,
Restorative room, on May 30, 2013, at 10:45 Housekeeping, Laundry, and-
-ABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIME (X8) DATE

Wl s Shnch /)3

sficlency statement ending with an asterisk (*} denotes a deficiency which the Institution may be excused from corraating providing it is determined that
sther ‘safeguards provide sufficient protaction to the patients. (See instructions.) Except for nursing homes, the findings atated above are disclosabla 90 days
oliowing the date of survey whether or not a plan of correction is providad. For nursing homes, the above findings and plans of correction are dlsdosghle 14
lays follawing the date these documents are made available to the facllity. if deficiencles ara cited, an approvad plan of correction ls requisite 1o conhnqad
ragram pgnicipaﬁon.
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' Therapy concerning opening mail -
-and resident rights.
: (Exhibit #1)

Any staff not attending mandatory 1.
in-services will not be allowed to
work until they have attended the
in-service,

2) On6/3/13 & 6/4/13 the Social oo
. Service Director conducted a . J=
survey with residents or
resident’s POA to identify who
) wants their mail opened or not
' opened. The survey questions
were the same questions used
on the Admission Resident
Agreement form. (Exhibit # 2)
Upon completion of survey the
results were placed on the
resident’s care plan &
communicated to all staff at the
mandatory in-services
conducted on 6/10/12 &
6/11/13 by the DON.

3) To ensure the deficient
practice does not recur, the
revised Resident Admission
Agreement will be used for all

1 new admissions to the facility

"k “beginning 6/3/13 for correct:

documentation of bandling
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PREFIX
TAG
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DATE

;resident mail. If any errors or
. omissions are found, the
“responsible staff member will

be notified within 24 hours and
disciplinary action imposed.

Beginning 6/10/13 the Social

. Service Director will maintain
" alist of residents who want

assistance and those who do

- not want assistance or those
- with special requests. The list
. will be maintained by the

Social Services Director who
will be responsible for any
changes to the list. This process
will continue indefinitely.

4) Beginning 6/14/13 the

administrator will monitor for 3
months & then quarterly for 12
months for proper handling of
resident mail by staff. These
findings will be reported at the
next quarterly QAPI committee
meeting scheduled for July 8,
2013. The administrator will
report to the Governing Body
concerning these monitoring
outcomes at the next
Governing Body meeting,.
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F 170 | Continued From page 1 F170
a.m., confirmed the mail is opened for residents
that are not physically able to open mail, not
mentally able to apen mail and if it is an "EOB
{explanation of benefits), or something to that
affect” that needs to be placed in the resident
fiie.
Interview with the Administrator on May 30, 201 3
at 12:45 p.m,, in the hallway, confirmed the mail
is to be delivered to the residents unopened, F 280 483.20(d)(3), 483.100)(2) I3
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280; RIGHT TO PARTICIPATE ¢/
§8=D | PARTICIPATE PLANNING CARE-REVISE CP PLANNING CARE-REVISE CP
The resident has the right, unless
The resident has the right, unfess adjudged ‘adi . .
incompetent or otherwize found to be . ' ? Ju:ilgted; ti¢ompetent or otherwise
incapacitated under the laws of the State, o ound to be mcapacitated under the
participate in planning care and treatment or laws of the State, to participate in
changes in care and treatment. planning care and treatment or changes
S in care and treatment.
A comprehensive care plan must be developed . )
within 7 days after the completion of the T )
comprehensive assessment; prepared by an - e ; 1) On6/5/13 ﬂ“’: DON conducted
interdisciplinary team, that includes the attending ! & one on one in-service with
physician, a registered nurse with responsibility.: : the MDS nurse who is
for the resident, and other appropriate staff in -:.:: responsible for updati
disciplines as determined by the resident's needs, p?asfls when iz(:t pd ttlm g care
and, to the extent practicable, the participation.of . " interventions
the resident, the resident's family or the resident's change and informing nurses
legal representative; and periodically reviewed - (RN, LPN, CNA) of changes
and revised by a team of qualified persons after - within 24 hours. (Exhibit # 5)
each assessment. 5
On 6/7/13 the DON in-serviced
the nursing charge nurses &
Supervisors concerning their
This REQUIREMENT is not met as avidenced responsibility for ensuring care
by: o plans have the current fali
Based on medical record review and interview, interventions.
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F 280 | Continued From page 2 F 280 On 6/10/13 & 6/11/13 the

the facility failed to update the resident's : 5

comprehensive care plan falls for one resident Dnzﬁzlgf Nurslclll’i (DON)

(#25) of twenty-four residents reviewed. conducted a mandatory in-
service for all nursing staff

The finding included: (RN, LPN, CNA)

Resident # 25 was admitted to the facllity on concerning communication of

January 30, 2012, with diagnoses of Anemia, care plan changes. (Exhibit # 1)

Hypertension, End Stage Renal Disease,

Cerebrovascular Accident, Anxiety, and Any staff not attending

Depression. . . . .
mandatory in-services will not

Medical record review revealed the resident had be allowed to work until they

falls on: August 17, 2012, August 27, 2012, have attended the in-service.

September 7, 2012, November 10, 2012,

Novembgr 27, 2012, December 23, 2012, and 2) On6/5/13 & 6/6/13 the DON

May 1, 2013, with interventions of "...encourage .

the resident to call for assistance when in ° & MDS nurse reviewed the

bathroom, enhanced safety observation, assist to care plans of those residents

bathroom after meals, staff education, keep room who had fall over the past 6

free of clutter/obstructions daily, increase level of months to ensure the

observation, chair alarm, bed alarm, staffin - - interventions were listed on the

service on placement of chalr alarm, patient

placed in rehab program. Specify G care plans. There were oo

type...Restorative, staff member to always push - other residents found with fall

wheelchair or Geri chair, when taking to bus intervention not on care plan.

. (Exhibit # 7)

Medical record review of the resident's o

Comprehensive Care Plan for falls, reviewed on

January 30, 2013, revealed no documentation for

the above listed fall interventions from August 17,

2012, through May 1, 2013, .

Interview with care plan coordinator Licensed -

Practical Nurse (LPN) #2, on May 30, 2013, at

10:30 a.m,, on the back terrace gazebo,

confirmed the care plan for falis had not been

updated with the interventions initiated after the
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3} Beginning 6/3/13, the DON
will be responsible for
investigating all incidents
including falls and writing
interventions on the Post Fall
Investigation form. A copy of
the Investigation form will be
provided to the MDS nurse to

. put on the resident’s care plan

X . and communicated to the

' nursing staff within 24 hours.

To ensure the deficient practice

does not recur, the DON or

j supervisor will monitor care

plans with fall interventions for
6 months until substantial
compliance has been obtained.

) : 4) Beginning 6/13/13, the DON
0t will report monitoring
outcomes monthly to the
. oo Administrator until

e compliance is reached, and
report outcomes quarterly to
QAPI Committee. The next
QAPI meeting is scheduled
for July 8, 2013. The
Administrator will report
oufcomes at the next
Goveming Body mesting,
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F 280 | Continued From page 3

F312
§8=D

fall investigations.
483.25(a){3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nufrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, abservatlon,
and interview the facility failed to ensure a
dependent resident's food (resident #3) was
swallowed after a meal of twenty-four residents
reviewed.

The findings included:
Resident #3 was admitted to the facility on

October 22, 2010, with diagnoses including
Severe Schizophrenia, Psychosis, Selzure

Disorder, Diabetes Mellitus, History of Nausea . '---,-,
and Vomiting, and Pag tube placement. i

Medical record review of a quarterly minimum
data set dated May 2, 2013, revealed extensive
assistance with eating required.

Observation on May 28, 2013, at 8:50 a.m.,

|| revealed resldent asleep in bed with mouth open

with visible food on the resident's tongue.

F280| ¥ 312 483.25(a)(3) ADL CARE
F 312| PROVIDED FOR DEPENDENT
RESIDENTS

activities of daily living receives the
necessary services to maintain good

oral hygiene.

deficient practice on
5/29/13, the LPN charge

food particle from resident #
3’s mouth and provided orat
hygiene,

staff feeding resident #3

mouth for retained food after
feeding their meals.

On 6/10/13 & 6/11/13 the
Director of Nursing (DON)
conducted a mandatory in-
service for all nursing staff

A resident who is unable to carry out

nutrition, grooming, and personal and

1} Upon be made aware of the

nurse immediately removed the

On 6/4/13 the DON condugcted
one on one in-service with the

concerning checking resident’s

(RN, LPN, CNA) concerning
checking resident’s mouth for

AN

Continued observation revealed all the breakfast retained food after feeding,
carts had been removed from the hall and no (Exhibit # 8)
staff were observed around the resident's room.
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: ' Any staff not attending

' mandatory in-services will not
be allowed to work until they
have attended the in-service,

Co * " 12)  Beginning 6/4/13 the DON
; : : &/or Supervisor checked

' all residents who were
dependent on being fed to
; ensure residents had
- swallowed all their food. This
was done until 6/11/13.

3 3) Beginning 6/13/13 the DON
: &/or supervisor will check all
dependent residents at least 1

meal per week to ensure
residents are swallowing their
_ food. If a resident is found
. ‘ with food in their mouth, the
assigned CNA or feeding tech
: will be disciplined immediately
. and re in-serviced.
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4) Beginning 6/ 13/13, the DON
will report monitoring
outcomes monthly to the
Administrator unti]
compliance is reached, and
Teport outcomes quarterly to
J ‘ QAPI Committee, The next
QAPI meeting is scheduled

- for July 8, 2013. The
Administrator will report
outcomes at the next
Governing Body meeting,
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. F 314 483.25(c)
F 312 Continued From page 4 F 312 :
\ page - TREATMENT/SVCS TO
interview and abservation on May 29, 2013, at
8:53 a.m., with Licensed Practical Nurse (LPN} PREVENT/HEAL PRESSURE
#3 confirmed the staff had falled to ensure the SORES
resident had swallowed all the food. .
F 314 | 483.25(c) TREATMENT/SVCS TO F314] Resident
$5=D | PREVENT/HEAL PRESSURE SORES ‘Resident #43 Llul®
Based on the comprehensive assessment of a 1 On 6/3/13 the DON
resident, the facility must ensure that a resident conducted a one on one in-
who enters the facility without pressure sores service with the nurses who
does not develop pressure sores unless the
individual's clinical condition demonstrates that z}iﬁgﬁgd thde t?l/ound on
they were unavoldable; and a resident having and the nurse who =
pressure sores receives necessary treatment and wrote the order on 1/19/13
services to promote healing, prevent infection and but failed to transcribe
prevent new sores from developing. orders to the MAR resulting
in failure of medications not
This REQUIREMENT is not met as evidenced being given.  (Exhibit #9)
by
Based on medicaf record review, and interview, On 6/7/13 the DON reviewed
the facility failed fo provide care by not , and revised the Current
administering vitamins and minerals to promote Wound Care Protocol that

the healing of a pressure sore for one (#43)

resident with a stage If pressure ulcer of climinates lab and
twenty-four residents reviswed. : _ medications at any wound
stage. The change provides
The findings Included:; the MD to order labs or
Resident #43 was admitted to the facility on m?ézuonsﬁ‘:ﬂm ke is
January 9, 2013, with diagnoses including notitied of changes in the
Dementia, Diabetes, Failure To Thrive-Adult, and wound. (Exhibit #10)
Hypertension. The resident expired at the facility
on February 7, 2013, | On 6/3/13, the DON reviewed
Medical record review of the Wound Assessment tht;24.11}rs chs.ut Che‘?k policy
Worksheet dated January 17, 2013, revealed and will continue with the 24
"...both side of coccyx...stage Il Length 1 cm : hour chart check

]
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implemented 3/19/13 for
checking all charts for written
orders in the past 24 hours,
This policy and process will be
re-reviewed with the nursin g

. staff (RN and LPN) on 6/10/13

. & 6/11/13 by the DON.

' (Exhibit #11)

On 6/3/13, the DON reviewed
& decided to continue the
Process for a second nurse
check on written physician
“orders that was implemented
3/19/13. The second nurse will
check the first nurse’s work:
on the written order to ensure
order was written accurately
 and transcribed correctly to
MAR, requisition completed,
-fax to pharmacy, etc. This
.policy and process will be re-
reviewed with the nursing staff
(RN and LPN) on 6/10/13 &
6/11/13 by the DON.

On 6/10/13 & 6/11/13 the
Director of Nursing (DONY
conducted a mandatory in-
service for all nursing staff
(RN, LPN, CNA) concemning
transcribing physician orders y
24 hour Chart Check, Second

i
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nurse check on physician.
orders and change in Wound
Care Protocol,

Any staff not attending
mandatory in-services will not
be allowed to work unti] they
have attended the in-service.

Effective 6/14/13 the new
electronic medication system
is scheduled to go live.

.The company began
t educational training on 5/13/13
with implementation in
June. The new EMR system
will eliminate paper orders and
paper MARs. Documentation
will be electronic.

2) Beginning 6/4/13 the DON
& Supervisor checked
all resident’s chart for any
missed orders for the past 3
months. There were no
residents with missed orders,

3) To ensure the deficient practice
does not recur, the DON &/or
Supervisor will begin on
6/13/13 checking all written
orders daily for 4 weeks, then a
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4)

random sample monthly for
any missed orders. If any
€ITOrS Or omissions are found,
the responsible staff member - -

will be notified within 24 hours

and disciplinary action
imposed.

Beginning 6/13/13 the
Consultant Pharmacist will also
monitor for any missed orders
or franscribing errors monthly
and report to the DON the
outcomes of the monitoring.

Beginning 6/13/13, the DON
will report monitoring
outcomes quarterly to QAPI
Committee. The next QAPI
meeting is scheduled for July
8,2013. The Administrator

will report outcomes at the next- |

Governing Body meeting,
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F 314 | Continued From page 5 F 314
{centimeter) Width 3.5 ¢m.. Drainage...none..”
Medlcal record review of the physician's orders
dated January 19, 2013, revealed ".. Vit (Vitamin)
C 500mg (milligrams) po (by mouth} BID (twice a
day) x 2 weeks. Zinc 200mg po QD (everyday) x
2 weeks. Multivitamin QD x 2 weeks, "
Medical record review of the Medication
Administration Record dated January, 2013, and
February, 2013, revealed no documentation the
Vitarin C, Zinc, or Multivitamin had been
administered.
Medical record review of the Wound Assessment
Worksheet dated January 29, 2013, revealed ",
(left and right) bultocks. ..stage If.. #1 L{length)
0.7 (centimeters) W (width)-0.3 (centimeters)..,
{no drainage)...” -
Interview on May 30, 2013, at 8:45 a.m., with the
Director of Nursing (DON}, in the DON's office,
confirmed the Vitamin C, Zing, and Multivitamin
had not beep' administered as ordered by the o 'F 325 483.25(i) MAINTAIN _
oy 2tlioner, b NUTRITIONS STATUS UNLESS | G//9)3
F 325 483.25(i) MAINTAIN NUTRITION STATUS F 325]
$8=0 | UNLESS UNAVOIDABLE ‘UNAVOIDABLE
Based on a resident's comprehensive Based on a resident’s comprehensive
assessment, the facility must ensure that a ‘assessment, the facility must ensure
resident - . LY,
(1) Maintains acceptable parameters of nutritional that resident -1) Maintains acceptable
status, such as body weight and protein levels, parameters of nutritional status, such
unless the resident's clinical condition as body weight and protein levels,
demonstrates that this is not possible; and unless the resident’s clinical condition
(2) Receives a therapeutic diet when there is g demonstrates that this is not possible,
nutritionat problem. and 2) Receives a therapeutic diet
when there is a nutritional problem.
“ORM CMS-2667(02-99) Prewious Verslons Obsolete Evant ID: 4Xxz11 FacRity 1D: TN7201 If continuation sheet Page 6 of 14
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Resident # 3

;;t:ls REQUIREMENT is not met as evidenced 1) Beginning 6/3/13 and

Br:lsed on medical record review, observation, Confinuing covery day, the DON
and interview the facllty failed to ensure &/or Supervisor had one on
mmeg J::rgf tube?;e“;lenal llf;t!ake andsid one in-services with 7-3& 3-11
; 9 for one resident CNAs and feeding techs on

(#3) of twenty-four residents reviewad, documentation of meg intake
The findings inciuded; unti! all CNAs & feeding techs
Resldent s were in-serviced.

ent #3 was admilted o the facility an

Chﬂober22.2010.umh' ses includ - .

J Severe Schizophrenia, g!s?;h?oos!s. Selzm-ehg Deglaning 6/13/13 the Char.ge
Disorder, Diabetes Mellitus, History of Nausea Tues on the day and evening
and Vomiting, and Pe Feeding Tube shifts will check
(PEG) placement, documentation of each

N , (HQAsdomunQMaﬁonof i
Medical record revisw of the resident’s Care Pig , mea
onsst date December 14, 2010, revea@ " percentage and if not
"...me' %Gaal...wﬂl remain at current completed, CNA must
waelght or below,, roach.. Praise (resident compl
orts to stay on dlet.e s bilran of)lhe holng ete before he/she can go
zr%%igans carg Flan cnset date January 27, ’

, fevealad °., Probjem.., my Tube: ; ‘
Resident refuses PO (by mouin intake, r’::ay e If a CNA consistently fails to
PEG Tube for 2}l meals ang medications...” record the meal percentage >
Medical F6cord roview : than 3 times per week he/ she

record ry of the Physician will be reported to the DON for
revealed resident weights March 2013, 162 LB P
pounds), Aprll 2013, 156 LBS, Continued revian, serviced.
‘of the Recapitulation orders revaaled "...February
27, 2013 (original date of order)...Jevily 1.5 CAL
(calorie) PEG tube TiD (three times a day) PRN
(as needed) give if eats tegs than 25 % of meal..."
RO CM-2557(05:0) Provious Vorsrn Gnsar Bvont ID; 60211 Fachly I0: TNT291 W continuailon shoat Page 7 of 14
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COMPLETION

On 6/10/13 & 6/11/13 the
Director of Nursing (DON)
conducted a mandatory in-
service for all licensed nursing
staff (RN, LPN} concerning
recording tube feedings on the
MAR and the policy on

_ documentation of medications.

_Any staff not attending

mandatory in-services will not
be allowed to work until they
have attended the in-service.

Effective 6/14/13, the new
electronic medication system
purchased by facility will go
live. The company staff began
educational training on
5/13/13 with implementation
it June. The new EMR system
will not allow nurses to leave

"blanks on the MAR. It will

also be easier to check for
documentation of meal
percentages,
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1

3

Beginning 6/13/13 the DON
& Supervisor checked

all resident’s chart for any
missed documentation on meg]
percentages and tube feeding
and medications not
documented, There were no
residents with missed meal
percentages or missed tube
feeding or medication
documentation. These checks
will be conducted daily for 4
weeks, then randomly on a
monthly basis.

To ensure the deficient practice |
does not recur, the DON &/or -
Supervisor will begin on
6/13/13 checking
documentation daily for 4
weeks, then a random sample

monthly for any omission of e
documentation of percentage 4
of meals and documentation of |-
tube feeding & medications. If.

any €1Tors or omissions are
found, the responsible staff

member will be notified within |~

24 hours and required to return
to facility to correct the
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documentation. Continued
deficient practice will be
disciplined by the DON.

Beginning 6/13/13 the
Consultant Pharmacist will also
monitor for any missed
documentation of medications
monthly and report to the DON
the outcomes of the

monitoring,

) 4) Beginning 6/13/13, the DON
will report monitoring
outcomes quarterly to QAPI
Committee. The next QAPI
meeting is scheduled for July
8,2013. The Administrator
will report outcomes at the next
Governing Body meeting.
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Medical record review of the resident’s Dajly Mea|
Intake Repert for March 2013 and Aprif 2013
revealed fifly of sixty days with incomplete
documentation of the resident's intake,

Medical record review of the residents
Medication Administration Reeord for March 20138

through the tube, Medlcal record review of 5
Dletary assessmnst dated May 22, 2013,
revealed *,. Resldent's eatin (eating) varles,
Nausea and vomiting oceuring more often,,* ™

Observation of the resident on May 230, 2013, at
Nursing Asslstant (CNA} #1 and CNA #2 revealed
reskiant's Current weight was 139 poungis, _

Interview with the Physician and the Director of
Nursing (OON) in the social sefvices office, on
May 30, 2013, at 10:68 a.m., reveaiod the " -

and the resident was s4il within ieal body welght :
ranga (IBW) of 127-141 pounds, Continued =~ -
interview with the Physiolan fevealed he/she was .
aware of the resldent persistant hauseaand <.
vomiting and that galibladder concems had been .
fuled out as & possible causs, 2

Intetview and medica! record review on May 30, .
2013, 3t 1:15 p.m., with the DON confirmed the -
facility failed to eonsistently moniter/document the
resident's meal intake and administration of the
fube feeding, ‘

F 372 483.35(/)(3) DISPOSE GARBAGE & REFUSE Farz
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F 372 483.35(1)(3) DISPOSE
GARBAGE & REFUSE gluly>
PROPERLY

The facility must dispose of garbage
and refuse properly.

1} Upon be made aware of the
deficient practice on
5/28/13, the Dietary Manager
immediately arranged the trash
k in the dumpsters so lid would
close,

On 6/4/13 the Dietary Manager
conducted one on one in-
service with the staff taking
trash out on 5/28/13 on the
proper method of disposal of
trash,

On 6/10/13 & 6/11/13 the
Dietary Manager conducted a
mandatory in- service for all
Dietary staff concerning
proper disposal of trash and
closer of dumpster lid at

all times,

Any staff not attending
mandatory in-services will not
be allowed to work until they
have attended the in-service.
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12) Beginning 6/13/13 the Dietary
Manager created a check list
for a daily check of the
dumpster to ensure the lid is
closed. This assignment wiil
be given to one dietary staff on
a weekly basis. Any improper
disposal will be corrected
immediately and reported to
the Dietary Manager of
findings.

3) To ensure the deficient practice
does not recur, the Dietary
Manager will begin on 6/13/13
_ checking documentation daily

i for 4 weeks, If ary errors or

‘ omissions are found or
reported, the responsible staff
member will be re-in-serviced
and if continued deficient
practice will be disciplined by
the Dietary Manager.

4) Beginning 6/13/13, the Dietary
Manager will report monitoring
outcomes quarterly to QAPI
Committee. The next QAPI
meeting is scheduled for July
8,2013. The Administrator
will report outcomes at the next

Governing Body meeting,

|
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F 372 Continued From page 8 - F 372
88=C | PROPERLY
The facility must dispose of garbage and refuse F 441 483.65 INFECTION Glu I
ly. :
properly. CONTROL PREVENT SPREAD,
LINENS
This REQUIREMENT is not met as evidenced
by: The facility must establish and
Based on observation and interview the facility . .
failed to ensure garbage and refuse were maintain an Infection Control Program
disposed of properly. - designed to provide a safe, sanitary
and confortable environment and to
The findings included: help prevent the development and
Observation and interview wilh the Dietary fransmission of disease and infection
Manager on May 28, 2013, at 10:58 a.m,, .
revealed three outside dumpsters with trash Resident #28
exposed. Continued interview with the dietary 1) Upon being made aware of the
manager confirmed the dumpster lids are to be ; deficient practice on
keptclosed. 5/28/13, the LP
F 441 ( 483,65 INFECTION CONTROL, PREVENT Faa1) nurse im th:dll.‘ath; °h§rg° ed i
$$-D | SPREAD, LINENS ; wrmeciately changed the
Oxygen tubing and humidifier
The facility must establish and maintain an : bottle,
Infection Control Program designed to provide a ;'
safe, sanitary and comfortable environment and ' On 6/10/13 & 6/11/13 the
to help prevent the development and transmission : :
of disease and infection. Director of Nursing (DON)
conducted a mandatory in-
(a) Infection Control Program service for all nursing staff
The facility must establish an Infection Controf (RN, LPN, CNA) concerning
Program under which it - ) the Oxygen policy and
]( r: )ﬂ:gv%itii“g;rtes. controls, and prevents infections checking oxygen tubing and
(2) Decides what procedures, such as isolation, humifier for need to change.
should be applied to an individual resident; and :
(3) Maintains a record of incidents and corrective Any staffnot attending
actions related to infections. mandatory in-services will not
FORM CMS-2567(02-98) Previous Versions Obsolete Evant ID: 4XKZ 11 Facility 19; TN7201 if continuation sheet Page 9 of 14
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. be allowed to work until they
F 441 Contiued From page 9 F441 have attended the in-service,
{b) Preventing Spread of Infection On 6/9/ 1_3 The D,ON revised
(1) When the Infection Control Program the Administration of
determines that a resident needs isalation to Medication to include the
prevent the spread of infection, the facility must evaluation of Oxygen tubing
isclate the resident. ;
(2) The facility must prohibit employess with a gnd.-h““gﬁez"“ a S"giuled h
communicable disease or infected skin lesions as1s and to be recorded on the
from direct contact with residents or their food, if MAR. The DON will in-
direct contact will transmit the disease. service this revision of the
(3) The facility must require staff to wash their Administration of Medication
hands after each direct resident contact for which olicy at the mandato
hand washing is indicated by accepted P : / A
professional practice. meeting on 6/10/13 & 6/11/13.
{c) Linens 2)  Beginning 6/4/13 the DON
Personne! must handle, store, process and | &lor Supervisor checked
transport linens so as to prevent the spread of all residents who wercrcceiving.
infection.
intection Oxygen for any needed 02
tubing &/or humifier changes
to ensure residents had clean
This REQUIREMENT is not met as evidenced equipment.
by:
Based on observation, medical record review, o
facility policy review, and interview, the facility . L
failed to maintain the oxygen tubing and '3)  To ensure the deficient practice
humidifier bottle in a sanitary manner for one - does not recur, the DON &/or i
resident, #28, of twenty- four residents reviewad, Supervisor will begin on
. . 6/13/13 checking
The ﬁndlngs Included: documentation on MAR and
Resident #28 was admitted to the facility on nurses notes for changesin - ER
January 30, 2013, with diagnoses of Aitered oxygen tubing or humifier on a
Mental Status, Diabetes Mellitus, Hypertension, weekly basis for § weeks, then
Renal Failure, and Anemia. arandom monthly sample for
Observation on May 28, 2013, af 10:45 a.m., in any oxygen tubing not changed |
FORM CMS-2667(02-69) Previsus Vensions Obsplets Event iD: 4XKz11 Facility [D; TN7201 if continuration sheet Page 10 of 14
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when needed, If any errors or
omissions are found, the
responsible staff member wif]
be notified within 24 hours and
~ staff member will be required -
to report to DON why changes
- were not done. Continued
deficient practice will be
disciplined by the DON,

4) Beginning 6/13/1 3, the DON -
will report monitoring
ouicomes quarterly to QAPI
Committee, The next QAPI
8,-2013. The Administrator

Governing Body meetin g.

meeting is scheduled for J uly. .

will report outcomes at the nexf,
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F 441 | Continued From page 10 F 441
the resident's room, revealed the resident's nasal
'[ cannula tubing and humidifier and had a build-up
of debris, and were dated Aprii 11, 2013
Review of facility policy "USE OF OXYGEN"
revealed "...The 02 {oxygen) cannula or mask
does not require scheduled changing when used
on one resident. it should be changed when
soiled or dirty. 02 Cannulas or masks will be
checked every 14 days for needed changing...”
Review of the Respiratory Equipment check
sheet revealed no documentation the cannula
had been checked since April 17, 2013.
Interview with Licensed Practical Nurse (LPN) #1
, in the resident's room on May 28 201 3, at10:48
a.m., confirmed the tubing and humidifier bottie
was not clean and was dated April 11, 2013, and
"... should have been changed...”
F 502 | 483.75(j)(1) ADMINISTRATION F 502 F 502 483.75()(1) ' ‘ / Y / 2
$§=D - , ADMINISTRATION RL
The facility must provide or obtain laboratory .
services to meet the needs of its residents. The - . .
facllity is responsibie for the quality and timeliness The facility must provide or obtain
of the servicas. laboratory services to meet the needs
of the residents. The facility is
) ) responstble for the quality and
This REQUIREMENT is not met as evidenced timeliness of the services
by: )
Based on medical record review and Interview, X ‘
the facliity failed to obtain iaboratory services for Residents # 32 & #43
two residents (#32, #43) of twenty-four residents
reviewed, 1) On 6/3/13 the DON
_ . conducted a one on one in-
The findings inciuded: service with the phlebotomist
Resident #32 was admitted to the facility on
Event ID: 4%z 17 Facllity [D: TN7201
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who failed to draw bilood on
5/10/13 for TSH on Resident #
32 and the nurse who wrote the
order for Albumin on 1/19/13

: ) for resident # 43 but failed to
I o order lab resulting in failure of
S lab being drawn. (Exhibit #12)

On 6/3/13, the DON reviewed
the 24 hrs chart check policy
and will continue with the 24 ;
hour chart check

, : implemented 3/19/13 for
L _ ] checking all charts for written

: orders in the past 24 hours.
This policy and process will be
re-reviewed with the nursing
staff (RN and LPN) on 6/10/13
& 6/11/13 by the DON.

On 6/3/13, the DON reviewed
& decided to continue the

. brocess for a second nurse
check on written physician
orders that was implemented

. 3/19/13. The second nurse will
check the first nurse’s work
on the written order to ensure
order was written accurately

i and transcribed correctly to

MAR, requisition completed,
fax to pharmacy, given to
] phlebotomist, etc. This
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policy and process will be re-
reviewed with the nursing staff

(RN and LPN) on 6/10/13 &
"6/11/13 by the DON.

© On 6/7/13 the DON reviewed

the revised Lab monitoring log

-to include the retumed lab

results on 3/19/13 and decided
to continue using the lab log to
assist in monitoring ordered lab
test.

On 6/7/13 the DON decided to
continue with the following
process put in place on 3/19/13
to add ordered lab to the MAR
80 nurse must initial the square
on date of draw which serves

~ as areminder to check for lab

results,

 On 6/10/13 & 6/11/13 the

Director of Nursing (DON)
conducted a mandatory in-
service for all nursing staff
(RN, LPN, CNA) concerning
transcribing physician orders ,
24 hour Chart Check, Second
nurse check on physician,
orders and checking lab log to
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ensure the lab was drawn and
results returned., -

Any staff not attending
mandatory in-services will not
be allowed to work until they
have attended the in-service.

Effective 6/14/13, the new
electronic medication system
purchased by facility will go
live. The company staff bepan
educational training on 5/13/13
with implementation in

June. The new EMR system

will eliminate paper orders and |

paper MARs. Documentation
will be electronic, Monitoring
lab orders can be done
clectronic on a weekly or daily
basis,

Beginning 6/4/13 the DON

& Supervisor checked

all resident’s chart for any
missed lab orders for the past 3
months. There were no
residents with missed orders.

To ensure the deficient practice
does not recur, the DON &/or
Supervisor will begin on
6/13/13 checking all written
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4

orders daily for 4 weeks, then a
random sample monthly for
any missed orders of any kind.
If any etrors or omissions are
found, the responsible staff
member will be notified within
24 hours and disciplinary

action imposed.

Beginning 6/13/13, the DON
will report monitoring
outcomes quarterly to QAPI
Committee, The next QAPI
meeting is scheduled for July
8, 2013. The Administrator
will report outcomes at the next
Governing Body meeting.
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F 502 | Continued From page 11 F 502

September 21, 2012, with diagnoses including
Hypothyroidism, Cellulitis, Diabetes, Congestive
Heart Failure, and Atrial Fibrilfation.

Medical record review of a Nurse Practitioner’s
order dated Aprif 10, 2013, revealed "...TSH
(laboratory test for Thyroid Stimulating Hormone)
this month...” '

Medical record review revealed no documentation
the T8H had been completed,

Interview on May 29, 2013, at 2:50 p.m., with the
Director of Nursing, in the Social Services office,
confirmed the TSH had not been completed.

Resident #43 was admitted fo the facllity.on
January 9, 2013, with diagnoses including -
Dementia, Diabetes, Failure To Thrive-Adult, and
Hypertension. The resident expired at the facllity
on February 7, 2013, Bt

Medical record review of the physician's orders
dated January 19, 2013, revealed "... Check .
Albumin level and if low (less than) (3.5), start
protein powder 2 scoops daily X 2 weeks,.,"" -

F 514 483.750)(1) RESIDENT-
COMPLETE/ACCURATE/ACCES | .. ../,
SIBLE Gl

Medical record review revealed no laborafory
results for the Albumin [evei.

Interview on May 30, 2013, at 8:45 a.m., w:th the

Director of Nursing (DON), In the DON'S office, The facility must maintain clinical

confirmed the Albumin level had not beer Tecords on each resident in accordance
obtained as ordered by the Nurse Practitioner. ‘with accepted professional standards
F 514 483.75(1)(1) RES F 514 and practices that are complete;
LE accessible; and systematically
organized.
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F 514 | Continued From page 12 F 514 Resident #3 _
The facllity must maintain clinical records on each 1) Beginning 6/3/13 and _
resident in accordance with accepted professional continuing every day, the DON
standards and practices that are complete; &/or Supervisor had one on
g;;g;fgg;;g,?;gg;g?gga readly accessible; and one in-services with 7-3& 3-11
CNAs and feeding techs on
The clinical record must contain sufficient documentation of meal intake
information to identify the resident; a record of the until all CNAs & feeding techs
resident's assessments; the plan of care and were in-serviced.
services provided; the results of any L
preadmission screening conducted by the State: Beginning 6/13/13 the charge
and progress notes. nurses on the day and evening
shifts will check
. . documentation of each
;‘}szs REQUIREMENT is not met as evidenogd CNAs do entation of meal
Based on medical record review, observation, percentage and if not
and interview the facility failed fo ensure the completed, CNA must
medical record was accurate for the monitoring of complete before he/she can g0
meal intake and administration of tube feeding for home. )
one resident (#3) of twenty-four residents : . )
reviewed, If a CNA consistently fails to . .
o ,  Tecord the meal percentage > :
The findings included: " than 3 times per week he/ she - =
Resident #3 was admitted to the facility on w'111.be_ rcported_ to the DO,N for. .
October 22, 2010, with diagnoses including dlst:l_plmary action and re in-
Severe Schizophrenia, Psychosis, Seizure serviced, :
Disorder, Diabetes Mellitus, History of Nausea On6/10/13 & 6/11/13 the .=~
?Sg(;/)or?;tionegr;] 2:? Percutaneus Feeding Tube Director of Nursin g(DON)
P ’ conducted a mandatory in-
Medical record review of the resident's Care Plan service for all licensed nursing
onset date December 14, 2010, revealed staff (RN, LPN) concerning
"...Problem Obesity...Goal...will remain at current recording tube feedings on the
weight or below...Approach...Praise {resident) MAR and the policy on
efforts to stay on diet..." Continued review of the a . fmedicati
resident's Care Plan onset date January 27, ocumentation of medications.
. . (Exhibit# 11)
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F 514 | Continued From page 13 F 514 Any staff not attending

2012, revealed "...Problem...Gastrostomy Tube: mandatory in-services will not
Resldent refuses PO (by mouth) intake, may use be allowed to work until they
PEG Tube for all meals and medications...” have attended the in-service.
Medical record Teview of the Physician _
Recapitulation orders dated May 1, 2013, Effective 6/14/13 the new
revealed resident weights March 2013, 162 LBS( electronic medication system
pounds), April 2013, 156 LBS. Continued review purchased by facility will go
of the Recapitulation arders revealed "...February live. The company staff
27, 2013 (original date of order)...Jevity 1.5 CAL : apany stal
(calorie) PEG tube TID (three times a day) PRN began educational training
(as needed) glve if eats less than 25 % of meal,." on 5/13/13 with

edical record review of th dent's Dally M implementation in June. The
Medical re review of the resident's Dally Meg! E il not
Intake Report for March 2013 and Aprii 2015 ol ﬁ:syifﬁla‘:; bionl
revealed fifty of sixty days with incomplete -
documentation of the resident's intake. on the MAR. It will also

be easier to check for
Medical record review of the resident's documentati
Medication Administration Record for March 2013 percentages. of meal
and April 2013, revealed only seventeen days the £es.
Jevity 1.5 cal was documented as administered L
through the tube. Medical racord review of a 2) Beginning 6/13/13 the DON
Dletary assessmnet dated May 22, 2013, & Supervisor checked
"...Resident's eatin (eating) varies. : >
ﬁ;u.?:ejgdand veo?;;il?hgi)ct:t:rirfg ?ng?e) often..." . alI. resident’s chart for any
missed documentation on meai

Interview and medical record review on May 30, percentages _&tld tube feeding
2013, at 1:15 p.m., with the DON confirmed the and medications not
facility failed to consistently monitor/document the documented. There were no
resident's meal intake and administration of the residents with missed meal
tube feeding. . .

. . percentages or missed tube
feeding or medication
documentation. These checks
will be conducted daily for 4
weeks, then randomly on 2
monthly basis. '
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6/13/13 checking

the outcomes of the
monitoring,

3) To ensure the deficient practice
: does not recur, the DON &/or
Supervisor will begin on

documentation daily for 4
weeks, then a random sample
monthly for any omission of
documentation of percentage
of meals and documentation of
tube feeding & medications. If
any €Irors or omissions are
found, the responsible staff
member will be notified within
24 hours and required to return
to facility to correct the
documentation. Continued
deficient practice will be
disciplined by the DON.
Beginning 6/13/13 the
Consultant Pharmacist will also
monitor for any missed
documentation of medications
monthly and report to the DON

4) Beginning 6/13/13, the DON
will report monitoring
outcomes quarterly to QAPI
Committee, The next QAPI
meeting is scheduled for July
8, 2013, The Administrator
will report outcomes at the next
Goveming Body meeting,
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